This article presents estimates of the proportion of the U.S. population that had mental health benefits in 1999, of the extent of their coverage, and of the proportion that were enrolled in health plans subject to the Mental Health Parity Act of 1996 (MHPA). Findings indicate that over threequarters (76%) of the U.S. population had mental health benefits as part of their health insurance. Approximately 18% of the population had no mental health benefits, and for the remaining 6%, mental health benefits could not be determined. Of the 18% with no mental health benefits, most (84%) had no health insurance whatsoever, while the remainder (16%) had health insurance that did not cover mental health benefits. Estimates of the generosity of coverage indicate that 44% of the population had benefits that included prescription drugs, and that provided at least 30 inpatient days and 20 outpatient visits for psychiatric care. For 12% of the population, benefit generosity could not be determined. Finally, study results suggest that the MHPA affected only 42% of the U.S. population.
Introduction
Recent research indicates that more than one out of four Americans has a diagnosable mental disorder, yet only a small proportion seeks treatment.
a Like access to general medical care, access to mental health care can play an important role in whether people receive the treatment they need. Whether an individual has mental health insurance benefits, and the generosity of such benefits, are important determinants of access to care. Although most health insurance includes mental health benefits, such benefits often are more limited than medical/surgical benefits because of limits in the number of visits covered, higher patient cost-sharing requirements, and limits on total expenses covered by the plan. 2 Public concern over the relatively tight limits on mental health benefits in many health plans led not only to the federal Mental Health Parity Act of 1996 (MHPA) (42 USCS`300gg-5), but also to the enactment of mental health parity laws in many states. The MHPA required most employers with 50 or more employees who provide mental health benefits to apply the same lifetime or annual dollar limits to those as they do to their medical/surgical benefits. Many state mental health parity laws have provisions that exceed those of the federal parity law. Most of these laws require employers with 50 or more employees to make day/visit limits, dollar limits, and cost sharing for mental health benefits equal to those for medical/surgical benefits.
Although mental health interest groups have strongly supported the passage of parity laws, at least one study has questioned their effectiveness in changing general patterns of mental health insurance coverage. 3 This study examined changes over time in the percentages of employees whose mental health benefits are less generous than their medical benefits. From 1995 to 2000, it found almost no change in these percentages despite numerous state parity laws passed during this period as well as the MHPA.
One explanation for such results concerns the proportion of individuals who are potentially affected by parity laws. Neither the MHPA nor state parity laws apply to everyone with insurance coverage. Neither type of law requires health plans to provide mental health coverage if they do not already do so, and neither applies to Medicare or Medicaid. Most state laws and the MHPA do not apply to individual insurance plans, or plans provided by employers with fewer than 50 employees. Further, self-insured employer-based coverage provided under the Employee Retirement Income Security Act (ERISA) falls outside of the jurisdiction of state legislation. Many private employers, as well as many state and county governments, self-insure their employee health plans.
It is clear that the various ways in which particular types of insurance coverage may be exempted from the provisions of parity laws may reduce their potential impact. However, there has been no effort to date to estimate the number of Americans with different kinds of mental health coverage. Furthermore, there has been no effort to look at the breadth and scope of mental health coverage across different sources of insurance given the fact that limits and restrictions are common. This article addresses these needs by providing estimates of: (1) the proportion of individuals who had mental health benefits in 1999; (2) the extent of coverage among those with mental health benefits; and (3) the proportion of individuals with mental health benefits who were enrolled in health plans subject to the MHPA. Data are drawn from a report of a larger study conducted for the Center for Mental Health Services (CMHS) of the Substance Abuse and Mental Health Services Administration (SAMHSA).
conducted by the Agency for Healthcare Research and Quality (AHRQ), contains data on employee benefits provided by a sample of approximately 20,000 public and private employers. The Mercer Survey of Employer-Sponsored Health Plans, conducted by Mercer Human Resource Consulting, contains data from a sample of approximately 2700 private employers on the provisions of their health insurance plans. In addition, published information from public programs such as Medicare, TRICARE, and Medicaid were used to summarize the coverage of mental health benefits within those programs.
The unit of analysis for the study is the individual (policyholders and family members). Given that the CPS is the only one of the three databases that contains individual-level information, it was used as the primary database.
Estimating health insurance coverage
Estimating the proportion of people with mental health benefits was a multistep process. First, CPS data were used to estimate the number of individuals nationwide with health insurance. The CPS asks whether an individual had coverage at any time during the previous year, as well as what the source or sources of that coverage were. Respondents were allowed to list more than one category of coverage. For example, an individual may have been unemployed and covered by Medicaid during part of 1999 and then obtained employment that provided employer-sponsored health insurance coverage for the remainder of the year. The survey does not record the specific period in the previous year during which each source of insurance provided coverage.
An estimated 15% of individuals listed more than one source of health insurance for 1999. The primary source of health insurance for these individuals was assigned according to the following hierarchy: The 1999 CPS did not separate individuals who were insured through the Medicaid program and the State Children's Health Insurance Program (SCHIP). Because the mental health benefits available to individuals enrolled in a separate SCHIP program (S-SCHIP) can be different from those available in the Medicaid program, it is useful to separate the two insurance sources. To do so, CMS administrative data on the number of individuals enrolled in state SCHIP programs (separated by M-SCHIP and S-SCHIP programs) were used. These numbers were then subtracted from the CPS estimate of the number of children receiving Medicaid to create mutually exclusive categories.
Estimating mental health benefits
The second step was to estimate the percentage of those who have health insurance (covered lives) with inpatient and/or outpatient mental health benefits. MEPS-IC data were used to estimate the number of covered lives in employer-sponsored health insurance plans with inpatient and outpatient mental health benefits in each cell of a 2 Â 5 matrix, defined by whether the firm was self-insured or purchased insurance, and according to five categories of firm size (1-9, 10-49, 50-499, 500-999, and 1000 or more employees). Firms responded separately in the MEPS-IC as to whether they covered outpatient and inpatient mental health benefits.
b With the CPS as the host database, figures from the MEPS-IC were adjusted for consistency with CPS estimates, which also allowed those covered by employer-sponsored health plans to be broken down according to the size of the firm providing the insurance. Each cell in the MEPS-IC matrix of covered lives with inpatient mental health insurance was multiplied by a ratio adjustment factor. The numerator of the factor was the CPS estimate of the number of individuals with private, employer-sponsored health insurance in the specific firm size category, and the denominator was the MEPS-IC estimate of covered lives. The number of individuals with mental health benefits was computed by multiplying the number of individuals with health insurance by the proportion of those with health insurance who have mental health benefits.
Coverage of mental health benefits for individuals in public health insurance programs was determined through a review of programs' published statements of service coverage.
Estimating mental health benefit generosity
The next step was to determine not just whether mental health benefits were covered, but the extent and breadth of those benefits. In this study, three basic levels of mental health benefit generosity were established: mental health benefits that meet the benchmark benefit of coverage (30 inpatient days, 20 outpatient visits, and prescription drug coverage); mental health benefits less than the benchmark; and health insurance that does not include mental health coverage. The benchmark was intended to represent the typical benefit package; it is not intended to represent a measure of plan adequacy. The benchmark was adopted for the study for several reasons. First, Mercer's Survey of Employer-Sponsored Health Plans indicates that the typical mental health insurance plan in 1999 covered 30 inpatient days and 20 outpatient visits. Second, an expert panel convened in conjunction with the study recommended using a benchmark that represented a typical mental health benefit package. Third, FEHBP required all contracting health plans to cover a minimum of 30 inpatient mental health days and 20 outpatient mental health visits in 1999. Also, to be federally certified, health maintenance organizations (HMOs) must cover 30 inpatient days and 20 outpatient visits. Cost sharing was not included in the benchmark because of limited data, and because neither the literature nor the available data suggest that there is a common standard for this parameter as there is for day and visit limits.
In addition to day and visit limits, prescription drug coverage was also included in the benchmark benefit package for several reasons. Prescription drugs are now an integral form of treatment for most mental illnesses; in 1997, psychotropic medications accounted for almost 13% of total mental health spending. 5 Prescription drug coverage is also considered standard in the employer-sponsored health insurance market. 6 For individuals covered through firms with 10 or more employees, data from the 1999 Mercer Survey of Employer-Sponsored Health Plans was the main source of information. The Mercer data were used to estimate the generosity of mental health benefits and the parity of these benefits with b Results are only provided for coverage of inpatient mental health services. Information on coverage of outpatient mental health services was virtually identical. medical/surgical benefits, by firm size. Among firms that covered mental health benefits, the Mercer survey categorized firms into two groups: those with special utilization limits on mental health benefits and those without. Those with no special utilization limits on mental health benefits had mental health benefits equal, in terms of annual/lifetime limits, to limits on medical/surgical benefits covered by the plan. All plans with no special utilization limits were assumed to meet the benchmark level of mental health benefits. The Mercer Survey also provided data about the existing limits among those firms with special utilization limits on mental health benefits. Those with benefits above the benchmark were added to those with no special utilization limits. Next, the proportions from the Mercer Survey of individuals with benefits above the benchmark and below the benchmark were applied to the estimated number of individuals with mental health insurance from the previous step. Because the Mercer Survey does not sample entities employing fewer than 10 people, it was not possible to produce estimates for those with insurance provided through very small firms.
For those individuals covered by a public health insurance program, published statements of coverage were again used to determine the extent of that coverage. Medicaid coverage of mental health services for adults was determined at the state level through a review of state plans. All children in Medicaid and M-SCHIP programs were determined to have unlimited mental health coverage through the mandatory Early and Periodic Screening, Diagnostic, and Treatment (EPSDT) program, which requires that all states provide all medically necessary mental health services to all children with an identified mental health condition. Children in S-SCHIP were considered separately because S-SCHIP programs are allowed to have more restrictive limits on mental health benefits than Medicaid and M-SCHIP programs.
Estimating population subject to the Mental Health Parity Act
Finally, to estimate the population subject to the Mental Health Parity Act, each source of insurance coverage was reviewed to determine whether the provisions of the law were applicable. The MHPA exemption provisions were then applied to individuals with insurance through specific sources, such as small employers, to obtain an estimate of the number of people subject to that law.
Results
Approximately 85% of the U.S. population had some form of health insurance coverage in 1999. By far, the most common source of health insurance was private, employer-sponsored insurance, which covered 46% of the U.S. population, or 125 million individuals, in 1999. Medicare, the federal health insurance program for elderly and disabled individuals and the largest source of public health insurance, covered 13% of the population in 1999, or 36.1 million individuals. Together, Medicaid and the SCHIP, the two federal-state programs providing health insurance to low-income families, covered 9% of the population, or 23 million individuals, in 1999. Another 3% of the U.S. population, or 9.6 million individuals, was covered by individually purchased insurance in 1999, whereas an additional 2%, or 4.6 million individuals, were covered by a source outside the home (for instance, a parent living outside the home or former spouse). Finally, approximately 15% of the population, or 42.3 million individuals, did not have any health insurance at all in 1999.
c The CPS does not break out enrollment in the SCHIP program from Medicaid enrollment. The national estimates of SCHIP enrollment were derived from CMS administrative data on the number of children ever enrolled in an SCHIP program in fiscal year 1999; that number was separated out from the CPS-based estimate of Medicaid enrollment.
d Other federal public insurance programs include FEHBP, TRICARE, CHAMPVA, and the IHS. The CPS counts those receiving health benefits from the IHS as uninsured. This study classifies such people as being insured by IHS because mental health benefits are provided through this program.
U.S. population with any mental health benefits
The vast majority of those individuals with health insurance also have some mental health benefits. Table 1 shows the percent of population covered by each identified health insurance source and the percent of individuals within each source of coverage with inpatient mental health benefits. To triangulate these data with other sources of information, we compared it to results published from the National Compensation Survey (NCS). According to the NCS, 56% of employees with health insurance in 2000 were in plans that were fully insured vs. 39% in self-insured plans. The remaining 5% were in mixed financing arrangements. This compares to the MEPS-IC finding of about 60% in fully insured plans and 40% in self-insured plans. The NCS also reported that 93% of employees with health insurance had inpatient mental health benefits, which is roughly the same as that reported in the MEPS-IC.
All of the federal health insurance programs cover some inpatient mental health services. Among employer-sponsored health plans, small firms are less likely than larger firms to cover inpatient mental health services, among both self-insured firms and those that purchase insurance. Among persons covered by employer-sponsored insurance, approximately 1 in 20 individuals did not have any mental health benefits in 1999. However, this was more often the case for small firms; approximately 1 in 10 individuals enrolled in plans sponsored by small employers (fewer than 50 employees) had no mental health benefits.
Overall, while 85% of the U.S. population had some form of health insurance coverage in 1999, approximately 76% of the population had mental health benefits (Table 2 ). Eighteen percent of the U.S. population had no mental health insurance in 1999, either because they had no health insurance at all or because their health insurance did not provide mental health benefits. Data were insufficient to produce estimates of mental health benefits among the remaining individuals (6.5% of the population), who were covered under an individual policy, were not working but had employer-sponsored insurance, or had coverage from a source outside the household.
Generosity of mental health coverage
A number of studies have examined the extent of mental health benefits provided through employer-sponsored health insurance. 2, 3, 8 The current study examined the generosity of mental health insurance benefits in private, employer-sponsored health insurance plans; public insurance programs; and other sources of coverage. To reiterate, generosity was measured by whether mental health benefits met or exceeded a benchmark benefit package defined in terms of utilization-30 inpatient hospital days and 20 outpatient mental health visits-and in terms of prescription drug coverage. Table 3 provides an overview of mental health benefit generosity by source of insurance.
Private Employer-Sponsored Insurance
In 1999, approximately 59% of individuals with private employer-sponsored health insurance provided through a firm with 10 or more employees had mental health coverage that met or ex- Table 3 Generosity of mental health benefits among those with health insurance, 1999
Individuals with health insurance through ceeded the benchmark. The remaining individuals had either mental health benefits lower than the benchmark (36%) or no mental health benefits at all (4%).
The generosity of mental health benefits varies with firm size. For instance, 46% of individuals with health insurance through a firm with 10 to 49 employees had mental health benefits in 1999 that met the benchmark, versus 67% of individuals with health insurance through a firm with 500 or more employees. Information was not available on individuals covered through firms with less than 10 employees.
Medicare
In 1999, the traditional Medicare benefit package did not meet the benchmark because of the absence of prescription drug coverage, a major component of today's mental health treatment. However, approximately 62% of Medicare beneficiaries in 1999 had some prescription drug coverage through supplemental insurance, including a Medicare HMO, Medicaid, or an employersponsored retirement plan. 9 Therefore, these beneficiaries were included in the total number of individuals who had mental health insurance that met the benchmark.
Medicaid
Medicaid mental health benefits met the benchmark for children but not for all adults. Under the federal requirement for EPSDT, children enrolled in Medicaid and who have an identified mental health condition are eligible for all medically necessary mental health services, including inpatient care, outpatient visits, and prescription drugs. State implementation of and adherence to EPSDT standards is variable. According to a recent report issued by the U.S. General Accounting Office, BThe extent to which children in Medicaid across the country are receiving EPSDT services is not fully known, but the available evidence indicates that many are not receiving these services.^1
2 However, in the absence of any quantitative evidence on the number of Medicaidenrolled children receiving EPSDT services, all children covered under Medicaid were assumed in this study to have had access to such services in 1999, including inpatient care, outpatient visits, and prescription drugs.
For adult Medicaid beneficiaries, the picture is more complicated. An examination of state Medicaid plans revealed that, in six states, the Medicaid benefit package for adults age 22 to 64 did not appear to meet the benchmark benefit because of limits on inpatient hospital care of less than 30 days per year.
e Nationwide, 94% of individuals 19 and older were determined to have a mental health benefit that met the benchmark. Medicaid programs generally provide inpatient psychiatric services to adult beneficiaries through general hospitals because, under the Institution for Mental Diseases (IMD) exclusion, they cannot be reimbursed by the federal government for Medicaid patients age 22-64 years in IMDs, although states can add IMD services as an option for the elderly population and be reimbursed.
State Children's Health Insurance Program
SCHIP programs can take one of three forms: it can be a Medicaid expansion (M-SCHIP), a separate program (S-SCHIP), or a combination of the two. M-SCHIP enrollees are entitled to the same benefits available under Medicaid. It was therefore assumed that the approximately 700,000 children enrolled in an M-SCHIP program in 1999 received mental health care benefits that met the benchmark.
e The six states are Alabama, Arkansas, Mississippi, Oklahoma, West Virginia, and Wyoming. 13 S-SCHIP benefits, however, can differ substantially from those available in Medicaid. The federal government requires only that S-SCHIP benefit packages be comparable to one of the following benchmark plans: the FEHBP standard option plan, the state's employee health benefit plan, the HMO with the largest commercially enrolled population in the state, or another package approved by the federal government. With regard to mental health benefits, the S-SCHIP program must include coverage that is at least 75% of the actuarial value of those benchmark plans. 14 Benefit limits are therefore common among the 33 states with an S-SCHIP plan.
Of the 33 states with S-SCHIP programs, 21 of these 33 states have benefit limits that meet or exceed the benchmark, 2 have limits that put benefits at a level below the benchmark, and 10 have no limits on mental health benefits. 11 Based on CMS administrative data, about 5% of S-SCHIP enrollees in 1999 were in a plan with no limits on mental health coverage, and just under 95% were in a plan that had limits but met the benchmark benefit. Less than 1% of S-SCHIP enrollees lived in the two states with a benefit package below the benchmark.
Other Sources of Health Insurance
In 1999, the mental health benefit packages in FEHBP, TRICARE, and CHAMPVA met the benchmark criteria. Although an estimated 98% of individuals with health insurance sponsored by state and local governments have mental health benefits, the generosity of this coverage could not be estimated because comprehensive data on benefits levels in these plans are not available.
No information on mental health benefits, including whether mental health conditions are covered or any benefit limits, is available for retired individuals with insurance from their previous employer (3.7 million), individuals with insurance from a source outside the household (4.6 million), or individuals with individually purchased health insurance policies (9.6 million).
Generosity Across All Sources of Coverage
Overall, the results of this analysis indicate that approximately 52% of individuals in the United States with health insurance had mental health benefits in 1999 that met or exceeded the benchmark package.
f When the uninsured are added to those with health coverage, the percent of individuals with mental health benefits that met or exceeded the benchmark drops to 44% of the entire U.S. population (Fig. 1) . About 20% of the U.S. population had mental health benefits that were less generous than the benchmark. This proportion may be an underestimate because the data were insufficient for determining whether mental health benefits were provided for 7% of the population. For an additional 12% of the population, the generosity of mental health benefits could not be determined.
Individuals affected by the MHPA
Whether and how individuals are affected by the MHPA depends on their form of coverage and how it is affected by the law. The MHPA applies to group insurance plans, not to plans covering individuals. The law also excludes plans serving small employers (50 employees or less) and businesses that can demonstrate a 1% increase in costs due to the law's provisions. Furthermore, plans that had not been providing mental health benefits were not required to do so. While MHPA's provisions apply primarily to the private, employer-sponsored group market, this segment is only part of the total picture of U.S health insurance, as there are many more f Individuals with mental health benefits at full financial parity with medical/surgical benefits are assumed to have benefits that meet the benchmark criteria unless otherwise noted. sources of coverage. Figure 2 shows estimates of the percentage of the total U.S. population with health insurance subject to the MHPA. The 70% slice of the private employer-sponsored market in 1999 subject to the MHPA comprises roughly 32% of the total U.S. population. FEHBP, also subject to the MHPA, accounted for 2% of the total population. State and local government employee health plans were allowed to opt out of the law, but only a negligible number did so. These plans provide mental health benefits to 22.1 million individuals, or 8% of the U.S. population. In total, approximately 42% of the U.S. population in 1999 was covered by the MHPA. Another 12% were not covered because they worked for small employers exempt from the law or because their plan did not provide mental health benefits.
Parity in federal programs such as Medicare, Medicaid, TRICARE, or CHAMPVA could be achieved only through special legislation or executive action. Enrollees in these programs account for another 24% of the total U.S. population. People with individually purchased insurance, which is also exempt from the MHPA, make up another 4% of the population. Data are insufficient to estimate whether individuals with health insurance from outside the household (2%) or nonworking individuals with employer-sponsored health insurance (1%) have been affected by the law. The remaining individuals (15%) are uninsured.
Caveats About Findings
As in most studies, the results presented in this paper come with some important caveats. First, in order to obtain the information necessary for the analysis, it was necessary to work with three different surveys (the CPS, MEPS-IC, and Mercer Worldwide Survey of Employer-Sponsored Health Plans) as well as administrative data from CMS. Each of the surveys comes with its own degree of sampling error. Second, although the CPS provides information on all of the sources of health insurance that a person has over the course of a year, it was necessary to conduct this analysis by using a point-in-time approach. Consequently, individuals were assigned to a primary source of health insurance coverage determined by the given hierarchy. Reordering the hierarchy would have some effect on the results. Finally, for some insurance coverage sources, there simply was not enough available information to produce estimates of the number of individuals with mental health benefits or the generosity of that coverage. For example, no information is collected in the CPS on those individuals who get their health coverage from a person outside the household, such as a child who is insured through a parent who does not live in the household. Additionally, no information is available in the literature on the percent of individuals covered by individually purchased plans who have mental health benefits or the generosity of those benefits, when covered. Cases where not enough information was available to produce an estimate have been noted as such. Some of these individuals, however, likely have mental health benefits; therefore, estimates of coverage and benefit generosity are probably slightly underestimated.
Implications for Behavioral Health
This study found that, in 1999, approximately 76% of the U.S. population had some mental health benefits. Furthermore, roughly 44% of the U.S. population had mental health benefits that met or exceeded a coverage benchmark of 30 inpatient days, 20 outpatient visits, and prescription Figure 2 U.S. population subject to the mental health Parity Act of 1996, in 1999 SOURCE: Calculations based on data from the CPS, the MEPS-IC, Mercer Worldwide Survey of Employer-Sponsored Health Plans, and public program information materials. NOTE: BUnknownî ncludes individuals with insurance from a source outside the household (2%) and non-working individuals with employer-based insurance (1%). State and local government employee health plans were allowed to opt out of the law, however, a negligible number did so. drug coverage. Such findings suggest that while most of the population has some coverage for mental health services, the generosity of that coverage varies substantially.
Results also show that the potential impact of a stronger federal parity law that would include not only dollar limits, but also visit limits and cost sharing, is significantly lessened by the various exemptions. These exemptions mean that the MHPA, and current proposals to improve the MHPA, affect less than half of all Americans. The chief reason for this is the exemption of federal health programs from parity, but exemptions for small employers and individually purchased insurance affect 14% of Americans.
These findings help to explain why studies that rely upon broad databases of insurance coverage may fail to find a parity Beffect.^They further illustrate the potential limits of policy strategies that predominantly or exclusively focus on parity as the means to improve access to mental health services for the population. Even if fully successful, these strategies will have no effect on the mental health coverage of the majority of Americans, unless significant changes are made to their current scope.
